In this article of the journal, we feature a case series and review by Balsom et al. 1 on the key management steps for surgical teams when they undertake non-transplant cardiac operations in patients with the HeartMate II device in place. This comprises a very complex clinical problem, requiring close coordination and timing between surgery, anesthesia and perfusion to optimize patient outcome. The authors have described, in detail, their recommended steps in order to control the outflow to the device in advance to going on full cardiopulmonary bypass (CPB) in order to clamp this portion to avoid the risk of air entrainment and embolization. This includes the potential for dissecting out the bend relief portion to expose the outflow after the outflow elbow to, thus, clamp the latter prior to going on full CPB prior to re-sternotomy. They also recommended the potential to vent after disconnecting the outflow graft from the elbow and replacing it with a thread-protector cap with a Luer connection that could be placed on low suction.
Although the described cases had good clinical outcomes and though one must be concerned with air entrainment in the acute states of left ventricular assist device (LVAD) implantation, the recommendations the authors have put forward are debatable. Specifically, our practice, as well as that of other teams dealing with LVADs, is that, as long as the HeartMate II is kept flowing, full bypass can be initiated prior to re-sternotomy as there should be no physiologic means by which air can be entrained in the absence of damage to the left ventricle or the left atrium. The strategy of recommending pre-sternotomy intervention to clamp the outflow, we believe, could be associated with increased operative time and perhaps myocardial injury.
The peer review process aims to uphold the accuracy of submissions before publication and is not without limitations. An opinion paper by an author and peer reviewer discusses the biases in this process that interfere with journal article quality. 2 For example, authors may be asked to submit a list of preferred and non-preferred peer reviewers to the journal, which may or may not be accepted. This can invite bias to the peer review process by selecting peer reviewers who can provide more favourable reviews of the manuscript. By ending this practice, an unbiased cohort of peer reviewers may be selected, with potential improvements on the quality of published literature. Another policy advocated by the author is the double-blind peer review process in which the identities of reviewers and authors are unknown. In the current system, some journals use a single-blind approach where the reviewers know who the authors are. This introduces bias because reviewers may be more inclined to favour researchers with a more prestigious reputation.
Peer reviewed papers can be error-prone, but not error-correcting, as one research group discovered. 3 A small team of investigators with a background in statistics and study design describes their experience with writing letters to editors or authors to correct published mistakes. Based on their experience, the investigators found that a standardized and streamlined process to correct post-publication errors promptly and appropriately was lacking. As part of their recommendations, it was suggested that journals and publishers should "create protocols to manage expressions of concern…state clearly who readers should contact and train editors to navigate protocols…[and] waive publication fees and paywalls for expressions of concern and retractions". 3 Further quantitative research into the effectiveness of post-publication quality control may be helpful, as immediate reforms may be necessary to prevent harm to patients and misinformation in public policy.
To improve on the status quo, post-publication peer review (PPPR) has been proposed as a quality control tool to complement the traditional peer review (TPR) process. While peer reviewers are small in number (often 2-3 reviewers per article) and pre-selected by the journal editor in TPR, commentary can be offered by a wide pool of willing experts in PPPR. 4, 5 The British Medical Journal for example, is known to have a lively readers' response section. 6 Perhaps a barrier to achieving PPPR is the requirement that the articles and commentaries be in open access format. By offering an additional mechanism of quality control, PPPR has been used by a number of publishers and journals over the last decade. 4 Current flaws in the classical peer review process, particularly with respect to post-publication errors, highlight a need for reform in the culture of scientific publishing. It was argued that peer review does not uphold the quality of published literature, but, instead, allows questionable articles to cascade down journals with decreasing impact factors until acceptance for publication. 7 To address the pitfalls of an "Impact Factor-driven publishing culture", innovations in publishing have since emerged that encourage open access and discussion. 4 Post-publication peer review has been one of these innovations and holds promise in its ability to detect errors and misconduct. Furthermore, as scientific journals are increasingly accessed online, the emphasis is shifted away from printbased corrections or retractions. Instead, properly linking original articles with post-publication modifications are now priorities in the evolving field of publication ethics.
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